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Task Force Members Absent:
Reverend Rabon Turner Sr., New Hope Missionary Baptist Church
Representative Terry Goodin, Indiana House of Representatives
Tony Gillespie, Indiana Minority Health Coalition
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Justice Mark Massa, Indiana Supreme Court
Sen. Jim Arnold, Indiana State Senate
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Meeting Summary:

e Presentations were provided in the areas of a state-wide addiction hotline, drug use data in
Indiana, the Naloxone Initiative, and issues faced by rural hospitals in the area of substance
addictions.

e  Anupdate on MHPAEA and HIP 2.0 was provided by Dr. Wernert.

s A legislative update was provided by Senator Merritt.

s Open Task Force discussion continued at length.

®  The Task Force agreed on a recommmendation for the Governor to identify a county criminal
Jjustice entity and implement a therapeutic program for offenders while incarcerated and awaiting
adjudication.

Presentations:

Indiana Addiction Hotline
Kevin Moore, Director Division of Mental Health and Addiction
Luke Bosso, Indiana Department of Child Services

Kevin Moore presented to the Task Force information on the Indiana Addictions Hotline that provides
crisis interventions for substance addictions and gambling, The phone number is 1-800-662-4357.
Master’s level counselors are in place to answer crisis calls. The counselors follow a crisis protocol and
refer to appropriate agencies and/or providers. Counselors also follow a protocol for repeat callers. Mr.
Moore referenced the slides (attached) in order to illustrate the number of calls in 2015 and the details
behind those calls. The data has shown an increase in calls from fiscal years 2014 to 2015. Thus, the
increase in calls indicates an increase in the number of people in need of services. According to the
charts, Marion, Lake, St. Joseph, and Allen counties have the highest volume of calls and the numbers
continue to grow. They are currently Jooking at existing examples in order to increase the awareness and
access to additional hotline services.

Luke Bosso presented to the Task Force on the expansion of the hotline, which would theoretically utilize
one number for all substance abuse issues. In doing so, data tracking would be made possible in order to
identify the population most impacted. Age, gender, location, type of drugs by county, etc., could be
tracked. Mr. Bosso noted that if Indiana had its own statewide hotline, the hotline employees would be
similarly trained. Furthermore, an expansion of the hotline would allow for various means of
communication among those in need of services, such as texting and social media inferactions, providing
more accessibility to the user. In order to increase awareness, a stakeholder could launch a statewide

“campaign. It is projected that the hotline could begin operating in 60 to 100 days, if taken in phases. For
example, phase one would include the state-wide phone hotline, phase two would add the texting
capability, then phase three would add the social media component.




Mr. Bosso answered questions asked by the Task Force members.

PLA Public Service Announcement

Dr. Wernert presented the PLA public service announcement to the Task Force Members. He and Dr.
Adams noted the critical importance of increasing the public’s awareness of Naloxone. The public
service announcement is one step in building the resources to increase awareness across the state, The
announcement may be viewed at: hitps://www.youtube.com/watch?v=yTqFHUSaWaQ& feature=youtu.be

Legislative Update
Senator Jim Merritt

Senator Jim Merritt provided the Task Force with a summary of the legislative dialogue pertaining to
Naloxone and/or the war on drugs. He noted that the conversations are generally robust, provided with
shocking details, and concerns are being taken into strong consideration. Senator Metritt reported that
they have six additional ideas in the legislature that will serve to fight the war on drugs.

Management Performance Hub, Data Initiative
David Matusoff
Josh Martin

David is with the Office of Management and Budget. The goal of the agency is to provide data to the
state in order to assist them in making data-informed decisions. They work strictly with data and are not
subject-experts. Therefore, the information gathered may assist the stakeholders in making decisions that
could be otherwise influenced by emotion or sensitivity. They currently have a project in place that began
in November, which has tracked drug trends across the state. Actionable items have resulted in response
to the collected data. For example, the Indiana State Police Department was awarded a grant to be used
for the deployment of Naloxone by first responding officers. Furthermore, drug treatment data
mformation has resulted in the identification of areas in need of opiate clinics.

Josh Martin presented slides (attached) to the Task Force that illustrated various drug trends across the
state. He explained that a bulk of the data inputted is derived from the laboratory information utilized by
the State Police. Mr. Marin referenced slide 13. The slide indicates that, according to lab submissions by
year, cannabis and stimulants are generally reported in highest volume, followed by opioids. The slide
illustrates the rapid increase in opioid lab submissions over the years. As of 2015, opioids lab
submissions were the third highest drug submitted by volume. Slide 14 illustrates submissions per-capita.
Mr. Martin explained that the per-capital instances are illustrated by the circles on the slide. The slide
indicates a dramatic increase in opiates, particularly in the eastern part of the state. Slide 15 illustrates a
rapid decrease in opiates, but the timing correlates to the enhanced prescription regulations enacted during
that time. Furthermore, the decrease of opiates aligned with the dramatic increase of heroin. Mr. Martin
noted fo the Task Force that pharmacies are required to report loss of substances due to any cause, such as
robbery, employee theft, etc. Slide 18 illustrates pharmacy loss throughout the state, Slide 20 illustrates
the deaths associated with drugs, which can indicate gaps in treatment providers by area.

Mr. Matusoff and Mr. Martin answered questions asked by the Task Force Members.

Indiana EMS and IMPD Naloxone Initiative
Dr. Dan ODonnell, Medical Director for Indianapolis EMS




Dr. Dan O’Donnell presented to the Task Force the experience of IMPD with Naloxone. He noted that it
began with the need for a fundamental approach to address opiate use in Indiana. They turned to other
states and reached out to public health leaders while listening to their stories of failure and success. The
factor of lost time had an impact on the Naloxone policy. For example, police would often arrive to the
scene before the medical professionals. Thus, the idea of allowing police officers to administer Naloxone
was considered. While the community was facing an epidemic, however, the solution must remain cost
effective and uncomplicated. In response, a pilot was launched to train police officers on recognizing an
overdose and on how to administer Naloxone is such cases. Dr. O’Donnell referenced his slides to note a
few important points. Shide 33 illustrates the goal of the pilot was to train 150 officers on how to deliver
a medication they may have only heard of. Potential barriers were identified, such as the responsibility
extending beyond the scope of what a police officer was trained to do and officers may view the practice
as enabling the individual in an overdose state. At the start of the pilot, they were met with criticism and
negative attitude, They approached these notions with a quick training that was backed up by data to
explain to the officers why they are the critical responder. During the training, the assumption that
individuals suffering from an overdose would regain coherence in a combative state was countered as a
myth. After the training was complete, they compiled surveys of those who completed the training. It
was found that 85% of the trained officers did not think the Naloxone was difficult to administer. Slide
37 illustrates additional survey questions and responses. The pilot was successful and eventually
implemented department-wide. Since launching the pilot and extending department-wide, there have
been a total of 121 Naloxone administrations by an officer. The youngest recipient was 16 years of age
and the oldest recipient was 82 years of age. The majority regained consciousness and only one
individual became combative. About 95% survived and 90% were discharged from hospitals, which is an
enormous cost-savings for the hospitals. Naloxone fills the time gap that is essential for survival,
preventing deaths, brain damage, long-term care, etc. Dr. O’Donnell noted that rural communities are in
great need of officer training since police generally respond well-ahead of EMS. The practice also
utilizes a multi-disciplinary approach to combat overdose deaths. Upon an emergency department
discharge, patients are linked with a social worker for discharge planning and continued care.

Indiana Hospital Association — Prescribing Guidelines and Patient & Community Engagement
Warren Forgey, President and CEO of Schneck Medical Center

Jim Fuller, President of Indianapolis Coalition for Patient Safely, Inc.

Ann Vermilion, Administrative Director of Medical Staff Services & Community Outreach, Marion
General Hospital

Warren Forgey presented to the Task force on his concerns regarding the safety and security of his
hospital staff members related to substance using patients. He reported that his clinical staff are afraid to
come to work due to the violence on campus that occurs throughout the day. The staff members endure
verbal and physical assaults from substance-using patients. Mr. Forgey has hired armed guards to protect
his staff. He also reported that the hospital has seen a significant increase in emergency department visits
from individuals seeking drugs and by those suffering from the ill-effects of coming off of a drug. They
are also seeing babies being born addicted to drugs. They began to test mothers before delivery if
suspicion of use is detected. Since then, 4% of newborns have been found addicted to drugs. They would
like to expand on the number of drugs for which they test. He also noted that most patients of the like do
not have the means to pay for the services they receive in his medical center.

Ann Vermilion presented to the Task Force on the patterns of over-prescribing of opiates in her
community. She explained that after meeting with the Sheriff’s Department, she was made shockingly
aware that 80% of the pills confiscated from the streets were being prescribed by her doctors, She did not
question the ethical practices of her doctors, but as a result of the Sheriff’s report, she began to pull data.
She found that 21% of those coming into the emergency department were leaving with an opiate
preseription, In response, they implemented a prescribing guideline. She noted it was important for them




to communicate to their doctors that they believed in their medical practice. They had no intention of
taking away their professional judgment. Additionally, they encouraged referrals, For example, for those
patients coming in for a tooth ache, they would now refer to a dentist rather than providing a pain
medication. They also began to refer to INSPECT.

Ms. Vermilion reported that they are advocates for INSPECT, but requested that the Task Force remain
mindful of the limited resources among small hospitals as opposed to those available to the larger
hospitals. She pointed out that the larger hospitals have abundant resources to access the INSPECT report
in the most efficient manner. Senator Merritt noted that it is mandatory for physicians to sign up for
INSPECT access, but it is not mandatory that they use the tool. Ms. Vermilion reported that they are
moving towards requiring prescribing physicians to pull the INSPECT record prior to prescribing an
opiate. Their practitioners believe in INSPECT. Before they launched the prescribing guideline practice,
they worked with a narcotics team, law enforcement, all the local pharmacies, and five judges to gain
support. Ms. Vermilion noted that they find great value in reaching out to the neighboring counties to
explore the struggles in which the areas face. She also noted that Grant County is lacking in treatment
facilities, but despite such a barrier, positive outcomes have been reported by those who complete the
drug court program. Ms. Vermilion noted they did not have a model to which they could refer but would
like one, particularly in the area of prescribing guidelines for acute and chronic pain. She also noted that
the suppott of the area judges and prosecutors has been beneficial.

HIP 2.0 Update
Dr, Wenert, Indiana Family and Social Services Administration
Dr. Jerome Adams, Indiana State Department of Health

Dr. Wernert began by providing clarification on the Mental Health Parity and Addiction Equity Act
(MHPAEA) of 2008. Indiana has been a leader for 30 years in mental health parity. The mental health
parity was passed in the early 1990s, but did not include substance treatment coverage. The 1996 act
began {reating mental health benefits the same as the benefits provided for medical or surgical conditions.
The act continued with efforts to include substance abuse coverage and was passed in 2008. Historically,
the insurer was not required to offer metal health or substance abuse coverage, but if coverage was
offered, the insurer was required to provide coverage equal to that of physical coverage. After the ACA
came aboard, they built on the 2008 act to fully cover mental health and substance abuse treatment plans.
Dr. Wernert pointed to his presentation slides to illustrate the details of the act. Slide 110 notes that
coverage for mental health and substance use disorder may be no more restrictive than coverage for
medical or surgical conditions. Slide 111 illustrates that the MHPAEA law applies to both small and
large employer insurance plans, individual market plans, CHIP, and Medicaid Alternative Benefit Plans
and benchmark equivalent plans,

Dr. Wemert followed with an update on the rollout of HIP 2.0 and the data to date. He noted that HIP 2.0
coverage has been quite successful, particularly for those struggling with a substance use disorder. Slide
113 illustrates the numbers relative to HIP 2.0, More than 380,000 users are enrolled in HIP 2.0 and more
than 150,000 enrollees have received mental health services. Approximately 23,583 enrollees have a
substance use disorder, while 21,679 enrollees were reported as having received mental health services
with substance abuse as a primary diagnosis.

Legislative Update
Senator Merritt ‘
Senator Merritt provided the Task Force with the following legislative update:
e Senate Bill 187 allows for the purchase of Narcan without a prescription. The bill will be sent to
the House.




e Senate Bill 271 will assign the Indiana Commission to Combat Drug Abuse to take the place of
the Governor’s Commission for a Drug Free Indiana. It allows for the coordination and
communication across the system to gain efficiency and break down silos.

» The expansion of the Lifeline Law is controversial topic. The expansion allows for protection
from legal consequence to individuals under the age of 21 in need of medical assistance in the
event of a drug overdose.

Senator Merritt noted that the following bills were not endorsed by the Task Force, but relate to drug
abuse:

* Senate Bill 186 — the bill will ensure that upon the release of toxicology results, pregnant women
who test positive for the use of illicit drugs will receive encouragement to gain addictions
treatment without having the records turned over to law enforcement.

¢ Senate Bill 205 — mirrors SB 1235 on controlled substances. Allows for specialized driving
privileges under certain circumstances and provides detail on a possession conviction.

e Senate Bill 270 — Provides coverage for tamper-proof opiates. Purdue has new OxyContin that
becomes ineffective if crushed.

s The Nosey Pharmacist bill to fight the meth problem.

The Task Force continued with deep discussion related fo the above topics.
John Hill asked if the remaining Task Force group was in support of the recommendation to identify a

county criminal justice entity and implement a therapeutic program for offenders while incarcerated and
awaiting adjudication. All agreed. Representative McNamara recommended the participation of Steve

MeCatfrey.

The Task Force meeting adjourned at 1:03 pm.
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Indiana Addiction Hotline
1-800-662-4357

* Contractor: Bensinger, Dupont & Associates

* Hotlines for addiction, problem gambling, and consumer
service line

* Master's Degread Counselors answering calls 24/7

+ Referrals to appropriate/DMHA-zpproved providers

* Crisis call protecol

* Repeat calter profocol

Division of Mental Health and
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Addiction

Indiana Addictions Hotline
January 29, 2016

Indiana Addiction Hotline
FY15 Report

86717 addiction calls

— 4639 referrals made

-~ 1369 iransferred to provider

~ 381 Info only

26% increase in FY15

58% calls from self: 32% from family members
5£9% female; 41% male

11 crisis calls; 449 repeat callers

Calls from all 92 counties

Indiana Addiction Hotline
FY15 Report

Intakes by Month
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+ One number for all substance abuse issues

+ Better identify the effected population

« Drill down on substance abuse issues

« Quality process and documentation of hotline infarmation
* Provide analytical results to the drug task force
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Updating Infrastructure

+ Increase number of highly skilted clinical personnel
answering the hatline

» Personnel would be dedicated to indiana and would
develop Indiana specific training for each hotline
employee
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«  Add interactive texiing and voice features

*  Revamp existing website to make the hotline
more accesstble

» Develop ad campaign around single point of
contact

+ Social media monitoring
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An expanded hotling could be up and running as early
as 2 2016

-

Implementation could be all at once or in multiple
phases

Hotline would be flexible to be able to add or decrease
staff on manthly need
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Contact Information

Dave Matusoff

dmatusiff@gov.in.gov

Josh Martin

jmartin@gowv.in.gov

©PERFORMANCEHU

TINERAENTMRRG AT TH SPEED(E

MANAGEI\/IENIé

POLICE AND NALOXONE “THE
INDIANAPOLIS EXPI:RIENCE”

WHAT ARE WE GOING TO
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Rural Hospital Taking Lead in
Opioid & Heroin Abuse

Educational Efforts &
Cutcomes

Agn Vermilion, MBA, FACHE
Attmin. Dirtctar Medieal SUAT Secrices
& Conazuslty Dotrvach
Marion General Fospital
Japuary 28, 2615

Governor's Task Force

Jump to Conclusion: MEH

Estimated decrease in Rx Pills

> 64,900 pilis  in MGH ED %

@ 34,800 pills in MGH N
Inpatient discharges
& Physician Practices

(@ 160,000 pills  in one year

MGH: Mission for Change

STEP #1:
FEvaluate the Opioid & Other Controlled

Substance (O0CS) abuse:
Pull Measviabls Data
— MGH - GrontCounty -Indiomn - US4

STEP #2: Investipate
a. What can we do within cur heaith system?
b. Who needs to be invelved?
STEP #3: Foplement OOCS Prescribing Guidelines
STEP #4: Bducate - MGH employees, physicians &

Community

STEP #1 i H 1]
CSR Abuse: Affeets at MGH

.

Rise in patient requests in ED & Physician
Offices

Patient’s disposition and aggressiveness
Climale: threatening, volatile & disruptive
= employee and physician dissatisfaction
Q: Research how other hospital system's
handling?

+ A NO MODEL, Create our own roadmap

CSR Abuse: Affects fu our CO]]J]]JI{E‘{{;’HE“

Reality Check
CSR were entering
the streets of our
community from
Rx written from our _
medical Staff ks
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STEP #1: A Local Epidemic ﬁ
Grant County Drug Court Stats

Brug of Cholce by Year

e lgehat
—Canmbiy
— Stimadants
—COplidy
~Sedhtivas
— b
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Prior Community Tactics

Education and Awareness of
a. Locking up household Rx
b. Medication Disposal.
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STEP #2:

Investigate

“What can we do within
our health system?”

STEP #2; Self Evaluation

DETERMINE MEASURABLE DATA

# units of OCCS were administered hospital wide
# of doses of OCCS were edministered in ED

% of patients prescribed OCCS

# pills prescribed in ED

# average pills per patient in ED

# of OCCS Rx writtent in the Primary
Care/Specialty Offices

STEP #2: Self Evaluation

In 2012-2013
- 27,000 Doses (30,000 tablets) of hydrocodene conlaining
Ppain relieaer
-~ 10,000 Hydromorphong injections
-+ 7,000 Fentanyl infections
— 11,000 Morphine injeclions
Over 63,800 units of QCCS were administered hospital wide
Over 9,600 doses of GCCS were administered in ED
2,343 (21%} paticals prescribed OCCS
36,460 pills prescribed
+ 155 —average pills per palient
Largest single prescriplion—Lertab 5-500 #66 for 1ib
fracture
Second largest prescription - Norce 5-325 #40 for ioothache

MGH Prescribing
Guidelines in the ED

+ Not to take place of clinical judgment

+ Provide UNIFORM guidance to
emergency care providers

« Treat the pain until they could see the
relerring specialty (3 days vs. 45 days)

+ Appropriate treatment of acute pain

+ Appropriate treatment of chronic pain
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ED Prescribing Guidelines (cont.)

+ Attempt to obtain photo ID or patient
photograph upon arrival

+ Once triage complete ALL patients will
receive a copy of “Pain Management in
our Emergency Department”

= Use of INSPECT — 100% employed 8036 non-snyployed

« Urine Drug Screen if indicated

3/9/2016

MGH Outpatient CSR
Rx Guidelines:
First ]_Z_)o No Harm

The Indiana Healihcare Providers Guid la the Safe,
Effective Manogemeznt of Non-Termingl Pain
Recenunenidations

MGH Journey towards Education

Educatton for area Physici NEGELSinlT & C
July 2012 INSPECT — 1N Board of Rx

JEAN Team & Judge Spitver
Sept 2013 Howard County Dep. Prosccutor -

“4 Doctors jailed for Oploid Prescribing Pattems™
Jam. 2014 INSPECT —IN Board of Rx for BD tcam
Feb, 2014 MGH Ry Guidelines liducation
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Mar. 2014 3 sessions at MPD yeardy officer Lraini

Communication
Timeline
Commenity Roundtable — Feb. 25, 2014

- Law Enforcement Agencies

— Healthcare Providers

— TEAN (Foint Effort Against Narcotics)Team
— Grant Co. Cousls and Prosecutor’s Offfce

— Lgcpl Pharmacies

— Substance Abuse Treatment Providers

~ Social Services

- Medicat Providers

~ Granl County Health Depariment

+

Community Support
a Priority

Our misslen 1o provide = saler cemaanity k swpported by
Whigeens GUS Walmart:): 323
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STEP #3 . M BH

MGH OOCS {Opioid & Other

Controlled Substances)

Prescribing Guidelines
Launched

APRIL 1, 2014
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How are we doing in
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% of Extexgensy Department Patient's Preseribed 00CS

Average Nuriber of Pills Prescribed per Failent

= 64,300 pills

e
145 . Oplkdend Other Coctroded Wbt (00CT)

[TITETTE

Grant County:
1 year later?
STEP #5: Evaluate and
Awareness
MBH MEH

Estimated decrease in Pills

> 64,900 pills  in MGH ED

@ 34,000 pills in MGH
Inpatient DC
& Physician
Practices

@ 100,000 pills  in one year

Monitoring Addictive

Behaviors in Grant Count:
Changes in Drug of Choice
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JEAN Team JEAN Team
Drug Task Force Drug Task Force
Statistics Statistics
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+ Narcan Use — Reversal Agent for Opioid
Overdose

+  EMS started administering intra-nasal Narcan June of 2014
— EMS administered Narcan 56 times in 2014
(peginnivg in June} Avemge § per month
— EMS 2615 Year-to-Date has administered Narcan
82 times (merage 10 per month)

B8 mmtred

YR 2084

YR 20t5

MGH Data . .
Continuous Education

+ Rige in Hergin — Community Task
Force Tor Evaluation

-Held July/August
+ CME offerings
- Presentation — § year later
- Climzate of Heroin abuse

Netes:
« MGH data Profirainery cares, Labr e report ia PSDIT.
i s

v Docine

p trnertous drug ure.
* May et be noely dhagnased bul new b vur spstan,

14




Heroin Task Force

September 29, 2015
Brolie leto Contnitices:

1. Data Collection

2. Heroin & Substance Abuse Care Plan
3. Education, Outreack & Communication
3. Syringe Exchange Program (Logistics)

3/9/2016

MGH Take-away

o model or tool kit for our journey. We
created our journey frem serafch.

Mot an MGH problem, must engage
community entities,

Severely lacking in substance abuse freatment
centers. (Cut off the abusers # treatment)

Journey never STOPS,

“mu““le ﬁ“

Thank you

Anb Yermilion, MBA, FACHE

Admin. Dlrector dledical Staff Services
& Community Quirezch
Marion Geoeraf Hosplial
O MOH mission to provide s ssfer cmvrasdty fmuppoted by,
Imart 5
Whidpreond. GUS Walmart =< f,;-";:-
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Working together to make
Indianapotis the safest place to
receive healthcare in the nation.

iICPS Members

% Community

Hoahaugirk
ESKENAZI StVincent
HLALCD HealH

Richord Roudebush
VA #edlcal Cenler

Iniltana Univorsity tealilh

We will pot compele on safety and will share openly best practice

15




3/9/2016

Indlanapolis Coalltion for Patlent
Safety, Inc.
~ Table of Orgamzatmn
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ED Prescribing workgroup

nterdisciplinary team
~Emergency Dept. Leadership
—Providers
~Nurses
—Pharmacists
—Secial Work
~Pain Management
—Behavioral Health
—Addiction Services

Indlanapofis

o for

Patleat Safety

A e

Current State

» Recognition that:
—ED's continue to be a source for many patients 1o cblain prescription
narcotic pain medicine for a variely of chronic and acute cenditions.
—Emergency practitioners are often chatlenged te find ways lo manage
these patients in order to:

=prevent undue harm

+address pain management in a sustainable fashion and discourage
chronic pain management in the £D setting

=prevent opiate dependency in patients

=prevent nonmedical uge of oplates in habiluated patienis whe may or
mayd net reguire narcotic pain medication fo manage their medlcaE
condition.

Process

» Future state:
—Draft guidelines for appropriate ED narcolic
prescriber practices including differentiation of acute vs
chronic pain
—Suggested routing of foliow-up and long term
management
—Scripting to facilitate difficult conversations.
—Patient educational materials for consistent message
across the community :

Process

»Reviewed national programs

*Reviewed current state at each member health-system
with focus on existing practices and lessons learned

+Developad future state

Future State

ED Narcotic Prescriber Practices
—Patient Assessment
—Differential Assessment (acute vs chronic)
—Possible indicators for chronic pain
—Exclusions
—Determine appropriate patient-specific treatiment

Irctlanapolis
Coattl

on for
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ED Narcotic Prescriber Practices

Chronic Pain Patient

Chzonic Pain Patlent

Indlanapotis
Coalithor for
Patfent Safaty

ST RS FYITTe

Patient Communication

BRAFT WEIETER

Gr Ly prena o s
oty acialoy

Coalithoi
Patipnt Sately

PR AR T

Patient Communication

Endlanapols
Coatition for
Patient Safely

IR TRR TN

Patient Communication

» Taking Care of your Pain ir the ED:

—Paln rellefis Imperdant when someone is huri or needs smergency care

-If you are in pain, pain management is one of the mest Important things we do during

yarr vistt to the emergency depariment

—Praviding pain rellef can be complex

—Misuse of pain medication can cause serious heallh problems and even death

~Reforenced U.S. Contolled Substances Acl of 1870

~Our matn focus In the Emergency Depariment is 1o look for and iregl ememency

medical conditions

—\We use our best jJudgment when lrealing paln and fellow ail tegal and ethical

guidelines

—Wae treat new paln wilh the smallest amount of medicine thal will wark for you.

~Narcotics paln medicatiens are not always the besl cholca and are nof used to treat ali

pain refated problems

=If {t)u are sem} in he emeargency. de?artmem fuJ chronjc paln, we will work with you to
ake a plan Lo inprove yourcare that may include slaying away from medicine thal can

e abused or addiclive

o b 2h et

Patient Communication

» For the safety of all patients
—Wa will not sefill prescriptions for contralied substances.
~We will not repace missing centroiled substances (included list)
—We will not provide new controlled substances prescriplions to palients with
chronic pain tomplaints.
~We mg not provide controlled substances prescriptions if gou have already
received controlled subsiances prescriptions from angther health care provider,
Emergensy or Urgent Care facility in the recent past for the same complaint.
—Any new grescn'plions given for a conlrelled substance will be limited to a
small number of plils
—All patients seekin% rafief from chronic pain will be refarred te their pritnary
care physiciar: for follow up care
—Before prescribing a narcotic of other confrojled substance, we check the
indlana Schadule F_'rescrfl:mon Electronic Cellection and Tsacklnﬁ Program
{INI;SI:’ECT} ora s._m{;_llar database that tracks your narcetic and other controlled
substarce prescriptions. Indkarapeiis

Coalition 5
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Patient Communication

« |t is your responsibility to:
—Give us the corract infermation about all the medicines you are taking
and your medical history including information sbout an existing pain
centract so we can give you lreatment that is right and safe for you.
~Lock up your pain madicing so it is not stefen or used by someone else.
—See your dacior often encugh so you do not run out of your pain
medicine.
~Take your medicine the way yeur docior tells you to.
~Do not give, sell or take pain medicine from anyone else.

—Tell alf healthcare providers you see that you are taking pain medicine.
~Follow up with your healthcare provider or on-going pain te

Patient Communication

+Oiher ways to get halp: (customize per facility}
—Assistance with ongoing pain management may be oblained from ?rour
primary care provider or through a pain ¥ealment specialist. A fist of providers
in your area is available upon request.
—Examples:
+Go to xaaxxxax.arg to find the help you need.
=l xcujeel ou nead help with substance abuse or addicion, please cali
Benavioral Health Deparlment, The =
Cenlral !r?d?ana Area of Narcotics Anvhymous:
=XSOGOCOOXK Behavior Healih: 2170000000
SXHKKKHXIHAK Crisis Line 317-00¢-0000
«Cenfral tndiana Area of Narcotics Anonymious (317) 8755459
—Following up with your personal physician or establishing one if you do not
haye one s vital to your weli-being. These things are important and thay need
fobe managed by your lenger-terim healih care team and are not managed the
bestin the Emergency Department setéing.

HARHKICOHKNXK
ehaviora! Health Crisls Holbne, or
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